Water, sanitation and hygiene (WASH) installations are indispensable in health care facilities. Their quality might also influence the decision whether to visit a health facility. We investigated the WASH infrastructure in small health facilities in rural Pune, India, and surveyed expectations and satisfactoriness among women. The availability and quality of WASH installations was assessed in 12 facilities using a checklist. Dedicated questions in a household survey provided the community perspective, complemented by qualitative methods. A few public facilities had no latrine or hand washing station. On the contrary, all private facilities offered such installations. The bed/outpatientto-installation ratio was also lower in private compared to public facilities. While most latrines were functional and well maintained, they often lacked garbage bins. Soap was often missing from hand washing stations. Dedicated latrines for women were rare. Women were generally satisfied with the WASH installations in the local health facility, but considered private facilities as better. WASH installations in health facilities are generally acceptable in private facilities while improvements are needed in some government facilities. Women expect WASH installations in health facilities, and view their quality in a broader framework of 'cleanliness,' which they consider when choosing facilities.
INTRODUCTION
Water and sanitation facilities are a required feature of essential infrastructure for all public service institutions.
Ensuring adequate water, sanitation and hygiene (WASH) is especially critical in health care facilities, which serve people who are sick or otherwise vulnerable, including pregnant women and infants whose immune systems may be immature or impaired. Health facilities lacking improved latrines (i.e., latrines that hygienically protect from contact with human excreta) or not providing a reliable supply of safe and uncontaminated, water expose patients and staff to technical standards ensuring efficient protection of users and the community from exposure to fecal matter, separation of sewage from water bodies, and a sufficient supply of safe water. WASH installations that are kept clean and odorless and meet the technical expectations of potential users are also more appealing, and hence are more likely to be used consistently, promoting sanitary conditions in and around a health facility. A locally acceptable design is another key factor promoting effective use. Furthermore, regular cleaning and maintenance are required to ensure hygiene and functionality (WHO a, b) .
The medical condition of the patient, geographical access to a health facility, the reputation of the institution (often linked to its history and key staff), cost, previous experience, and the knowledge and advice of family and friends influence decisions of whether to visit a health facility and which one (Karkee & Kadariya ) . Availability and satisfactoriness of basic infrastructure, including WASH installations, may also influence this decision but the impact of this factor on the decision process is not well described in the scientific literature. Similarly, little is known about expectations and demands in the community of potential patients with regard to WASH in health care facilities.
Crucially, minimal demands of patients in terms of WASH installations are likely influenced by local hygiene perceptions, personal living conditions, previous experience and expectations that are in turn influenced by information obtained through the family, peers and the media. Hence, findings from a facility survey can best be understood in the light of quantitative and qualitative findings from community-based surveys and interviews. Mother and child health is a cornerstone of primary health care and a key reason to visit health care facilities for girls and women of reproductive age. Most of these visits take place at the most peripheral and accessible health care facilities as such visits are relatively frequent and typical conditions do not require sophisticated infrastructure or equipment. In such facilities, WASH conditions tend to be most precarious as facilities are usually small, have a low profile and resources are limited.
In India, open defecation remains a common practice for some segments of society, and access to basic sanitation infra- (Yip & Mahal ) . To stay in business, private health care providers, which in India operate in parallel with the governmental or public system, need to attract customers, i.e., patients, with a product that is superior compared to that available in the public system (Yip & Mahal ) . One way to distinguish their services from public health facilities is by ensuring their infrastructure has more amenities, including attention to WASH facilities. Nevertheless, lax supervision, failure to enforce regulations and limited alternatives may also result in substandard facilities of private health care providers (Yip & Mahal ) .
The aims of this study were three-fold: (i) to objectively describe the availability and functionality of WASH installations in a sample of lowest-tier government and private health facilities that provide prenatal and obstetric care in the Vadu area of the Pune district of Maharashtra state, India; (ii) to survey expectations and the satisfactoriness of WASH installations in government and private health facilities in the community of (potential) patients and among local government officials, teachers and health professionals; and (iii) to gauge how public consideration of WASH installations affects community regard and prospects for use of health facilities.
METHODS

Study location and data collection
This study was an integral part of the research project, 
Instruments and data collection
A checklist (available as Support Material 1 (S1)) was used for the health facility survey. Additional efforts to understand the community's perception were implemented in a household survey, focus group discussions (FGDs) and key informant interviews (KIIs) ( Table 1) 
Data analysis
Data from the facility checklist were double-entered and checked for internal consistency. Data analysis was descriptive, with results stratified by facility status (government or private). Variables summarizing the quality of available WASH infrastructure in a certain domain were generated.
The following domains were investigated for sanitation and hand washing facilities: adequacy (type and ratio of facilities to patients), functionality (all necessary infrastructure and equipment present and in good working The mean number of latrines per health care facility was 2.4 (median 2; range 0-8), but there were fewer in public (mean 1.3; median 1.5; range 0-2) than in private (mean 3.5; median 3; range 1-8) facilities. One public health care facility did not have any latrines. Latrines generally were classified as improved (flush toilets) and were located inside the health facility in 7 instances. One public facility had an unimproved (pit without cement slab) latrine. Generally, one hand washing station (tap) was available per latrine but two public facilities did not have any hand washing stations. The mean number of hand washing stations was 0.8 (median: 1; range 0-2) in public facilities, 3.7 (median:
3; range: 1-8) in private facilities and 2.3 (median: 1.5; range: 0-8) across all health care facilities surveyed. In all facilities with latrines and hand washing stations, the latter were located close to the latrines and were supplied with water from a tap connected to the main water source of the health center (typically a large cistern).
On average, one latrine was available for about 4 beds (Table 3 ). While this relationship was relatively steady across the private health care facilities, it varied more in public ones (1.5-6 beds per latrine in facilities with latrines).
In terms of outpatients, on average one latrine was available for every 7 of them in private facilities (range: 4-8) while in Reserved latrine(s) for women in 2 facilities a Others: latrine absent (n ¼ 1), latrine unimproved (n ¼ 1). b Others: hand washing station absent (n ¼ 2). One of two latrines in an additional health facility without HWS.
c Others: latrine absent (n ¼ 1), latrine dirty and smelly (n ¼ 2).
d Other: health facility with both well and badly maintained latrines (n ¼ 1). e Others: latrine absent (n ¼ 1), outside improved latrine with poor accessibility (n ¼ 1). f Other: latrine absent (n ¼ 1).
g Other: no gender separation, no partitioning (n ¼ 1). Also, two facilities have both mixed and gender-separated toilets.
h Others: hand washing station absent (n ¼ 2), hand washing station not fully functional (n ¼ 2).
i Others: hand washing station absent (n ¼ 2) or not well maintained (n ¼ 2). j One additional facility has both well and not well maintained hand washing stations.
k Others: hand washing station absent (n ¼ 2), hand washing station poorly accessible (n ¼ 1).
public ones, a mean of 34 outpatients shared one latrine (range: 7-66).
The functionality of the available latrines was generally good but most of them were not equipped with garbage bins to dispose of sanitary napkins ( was seen as less critical than for prolonged hospitalization.
'We do not think about toilets if we soon go back. If we have to get admitted, then we give it more thought' (FGD with adolescent women). The household survey results showed that 73% of the respondents considered the availability and condition of latrines when deciding which health care facility to use for antenatal care and delivery.
The decision about which facility to use was often taken by a family member and not the woman herself. 'People will see that she does not face any threat. Her husband or brother will take care of these things and only take her to that [safe] hospital' (KII with community leader). If financial means permit, private health care facilities were preferred.
'We had hired a private room and felt very nice. We had the opposite experience at the public [name removed] hospital' (FGD with older women). Cost was often a deciding factor. 'We go where it is cheapest. Most ladies go to the government hospital, and if it is a private one then we go to the cheapest' (FGD with migrant women).
The importance of hygiene during childbirth was acknowledged. A health worker in a KII explained, Under the Sharda Gram Arogya scheme [program for the provision of antenatal care] delivery is free of cost, and they also get a subsidy to cover the cost of travel. They receive a delivery kit including a baby dress, soap etc.
At that time we urge them to adhere to five hygiene rules: washing hands after cleaning the baby, keeping drinking water on a shelf and covered with a lid, using clean utensils for fetching water, washing hands with soap after using the toilet, and washing hands before cooking and before eating meals.
Health care personnel and village leaders also noted recent investments in health care facilities, including WASH installations. 'Two more toilets are needed. Now the construction work is going on …' (KII with health worker).
DISCUSSION
Our study documented the availability and status of latrines (WHO a, b) . Study participants said they were generally satisfied with the WASH situation in the health facilities they had used, but they were sensitive to perceived differences between private and public facilities.
People in the study area are acutely aware of the difference between public and private facilities, the former are run by the government (local term 'sarkari') and offer some free services while the latter are privately owned and considered expensive. The general satisfaction with the quality of sanitary installations in health facilities, despite their documented shortcomings, indicates a need to raise more awareness for the importance of proper sanitation infrastructure. It might also suggest people remember a more precarious situation, and compare the conditions with those in other public places that offer even more basic amenities.
In India, the private sector is preferred for its assumedly higher standards in terms of care and its flexibility in meeting patients' demands, but access is restricted by the fees that are much higher than in public institutions ( Women consider latrines and water supply as essential features of the basic infrastructure. They view the quality of WASH installations in a broader framework of 'cleanliness,'
which they consider when choosing a facility, but other considerations of family decision-makers, such as the availability of qualified staff, other essential healthcare infrastructure and cost may predominate.
